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OVERSEAS HELPER INSURANCE - OUTPATIENT CLAIM FORM

Y ARSI
claims@mnxic. com. hk

HINREBRE - PIRREHER £ ®F: 3020 5063

SHTE NI 2 IR N B2 1% 30K AEE 2 ARSI 5] R HIFTER S —fHFA2E] » AN & O B R E 75 S BOR B MR At aRsh 2
HREREER O - BHEREFFEANELALFT KRB ESTE -

Completed claim form must be given to the Company within 30 days from the date of consultation together with the following
supporting documents.  We reserve our right request additional information/ documents when needed.  The issue of this claim form
is not an admission of liability on the part of our Company.

1 WdBEAXEAR ALY » B2 O 2EER - T2BEFFNER

Original medical receipt(s) with patient name, consultation date, diagnosis and signature and stamp of attending physician;
2. BEHE (WA)-

Medical report (if any).

AR - ABERRENENH  FHHERABBEREHM -

Noted: Any documentary proof and/or other reports shall be furnished at the expenses of the Claimant.

INSURED (EMPLOYER) &5 ({B¥) :

Policy No.:
PREA5EHS

Name of Insured: Contact Telephone No.:

PrRE LS e T A

Correspondence Address:

JAEHAAE

INSURED PERSON (OVERSEAS HELPER EMPLOYEE) 2 A GEINEER) :

Name of Insured Person:

ZER A
HKID/ Passport No. of Insured Person:

ZIRNE RGNS KRS

CLAIM INFORMATION Z{E&H

Date of Diagnosis/ Amount Nature of Claim (please “v"” the appropriate box)
Consultation Nature of Claimed REER (FEEEZHRANL < 3)
==L SicknessigER/ RESH *GP *SP *X-ray/ *Qthers (pls.
EREE LR R Lab Test specify)
o2 2 BRI HAth, (BEEEH)
NEpI

Ol Ol Ol d

Ol Ol Ol d

O O O O

Ol Ol Ol d

Ol Ol Ol d

*GP= General Consultation &i@fRIFT 2

*SP = Specialist Physician’s Consultation ZEFR[F5z2

*Doctor’s “referral letter” is required for SP and X-ray / Lab Test, but except some Specialist’s Benefits which are specified in the Policy Jacket
as “Waived Referral Letter” L8 1y EUA SR BRI BT HA4 /5741 » S BRI RSN ARELER VAN E ERBE B

O Please “v" the box for return of certified true copy of original invoice(s) & receipt(s) after claim processing.

AR 0] B AR 3% Y IE A GREERIA SR TE R - SEEZER8NIIE V™ 5t -
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DECLARATION AND AUTHORIZATION EZHE K34 -

RNEEEMBERANEECE VRIS DS EIEER - RELTEIN » RN E G5 A R bR E.
KANEENEE » WPl B R it 2 BRI R Bk s BeE R - ILORbR BRI RS - T — UV REMERITRRR ek -

I/We declare that, to the best of my/our knowledge, the above statements are true and correct and I/We have no other insurance policy indemnifying
me/us in respect of this accident. I/We hereby further agree if I/\We have made or shall make any false statement or concealment, the Policy shall
be void and all rights of recovery under the Policy shall be forfeited.

RNEELERERBAERAE (" AXE ) HEFECRERIIAUTFE ORI A SR e bt g SO E S (U T hd L) #®
IR NIRRT E R P & B R B HAR N EEZ (&R -

I/we hereby authorize Min Xin Insurance Company Limited (“Company”) to obtain access to and/or to verify any of my/our data with
information collected by any association, federation or similar organization of insurance companies the exists or is formed from time to time (the
“Federation”) from the insurance industry.

RN EEZEFARNEERRER  RELCHSUEMARERN 2 —J7 » GIEERRNE T RBUFERE - (rba A S EEAARAL
SRS - ATBURAEN D S 2 S A R A N2 R H A S E SRR LR AT S AR -

I/We hereby further authorize any parties, including but not limited to police and government authorities, insurance companies etc. who are in
possession of my insurance proposal information, claim information or any related information to release part or all of the information about the
subject or related incidents of injury, loss or damage to the Company or its agents.

A\ ZRl &2 PERSONAL INFORMATION COLLECTION STATEMENT

HAABWERTSEETA R T Z B BB GZ B0 AT RE R I R AL HR L s HMU AR IR S2) o SR A R - AR TR REfR AL AR
8 NEHE > AT RE R R TR AL -

Your personal information collected or held by the Company (whether contained in this Application or otherwise obtained) may be used for below
obligatory purposes. Failure to supply the required information may result in the Company unable to provide services to customers.

R TR ER > BAATRAER TR - W TREREA THIHAY

The information you provide to the Company is collected to enable the Company to carry on insurance business and may be used for the purpose

of:

- ARAATER ARSI B A R A SR o B A R B AL R B A ~ SRR HUMEER
any insurance or financial related product or service or any alterations, variations, cancellation or renewal of such product or service;

- EARE - SRR ERERHESIT
any claim, action and/or proceedings or investigation or analysis of such claim; and

- TTEEERUARE 5 &
exercising any right of subrogation; and

AT

may be transferred to:

- ERARIRVAE > BUL A EA I BRI E SRR A RRY A E - BB IRIESE A RN T NBCR E BER A B AR B PR AR - DL
EFEA] LIEERIERY
any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation
or other service providers providing services relevant to insurance business for any of the above or related purposes;

- BIFECRIEOLAYEA R A Fl i G S G SHEAEA T o DUEZEIE Bt sAR B Y > SOAME e BUTHETEAE -
SCHAT AR PRIRSE TR T e, & BRI AR ESHSOR TR g ABeE 5 &

- any association, federation or similar organization of insurance companies “Federation” that exists or is formed from time to time for any of
the above or related purposes or to enable the “Federation” to carry out its regulatory functions or such other functions that may be assigned
to the “Federation” from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the “Federation”,
and

- R TR BETEM THY ) (g A o DUEFIER AR EY -

any members of the “Federation” by the “Federation” for any of the above or related purposes.

M T AR R R EORE IEHAA TR AARME THEAER - ARE  FUEFEEARATEAERRE EERY -

You have the right to obtain access to and to request correction of your personal information held by the Company by request in writing to
Personal Data Protection Officer of the Company.

HHETLRIRE] » AN ARV G S » #LDRE AR ERZEK -

In accordance with the Ordinance, the Company has the right to charge a reasonable fee for processing any data access request.

it E Z LENATRNE AR -

A photocopy of this authorization shall be considered as effective and valid as the original.

RE%HE (WEAEEEEE) ZORAFEE
Signature of Insured (with Company chop if applicable) Signature of Insured Person
HHH Date: HHH Date:
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